major endemic sites for HTLV 1 infection. The virus was spread by breast feeding, by sexual contact and by contact with blood either through intravenous drug abuse or by transfusion. The lifetime risk for infected individuals of developing leukaemia was approximately 2% with a rather lower risk for developing myelopathy. Current assays for detecting anti HTLV 1 are of low specificity when used in low prevalence populations such as would be the case for UK donors. Though they are able also to detect anti-HTLV 2, many of the serum samples (>90%) giving positive reactions from UK donors have antibody profiles on Western Blot which suggest that the response is unrelated to exposure to HTLV. Before donor-screening is introduced in the UK, methods for confirmation and for differentiation between HTLV 1 and HTLV 2 infection will be needed especially if donor counselling of seropositives is to happen.
Finally, Dr Bruce Cuthbertson (Edinburgh) outlined the physical processes of plasma fractionation and showed that viruses tended to segregate in the albumin and cryoprecipitate fractions.
Albumin was rendered safe by pasteurization and a variety of different heating methods had been applied to factor VIII to inactivate HIV, and possibly other viruses, without destroying this delicate protein. These included heating in solution, heating freeze-dried powder, steam treatment of freeze-dried powder, treatment with iJ-propiolactone and ultraviolet light, extraction with lipid solvents and detergents, purification with monoclonal antibodies and hydrophobic adsorption chromatography. The relative merits of some of these procedures were discussed and the progress made towards eliminating viruses from blood products was described.
P D Griffiths M Contreras
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Review of medical audit
The otherwise excellent review by Dr McKee and colleagues (August 1989 JRSM, p474) should have been entitled 'medical audit in hospitals' as general practice is virtually ignored.
Primary medical care is more diverse and decentralized than hospital medicine, so audit has to be performed differently'. To consider the various types of assessment mentioned in the article, as applied in general practice:
(1) Case note review tends to be used as a tool for teaching and supervision in vocational training, and thus only indirectly for quality assessment.
Early postoperative feeding -a continuing controversy in pyloric stenosis I enjoyed the paper by Foster and Lewis (September 1989 JRSM, p 532) on early postoperative feeding following pyloromyotomy and I think this is a valuable contribution. The authors do, however, appear to confuse two issues; firstly, the question of whether there is any need to delay the first feed, and secondly, whether there is any need to reduce or gradually increase feeds thereafter. I have always believed that the traditional graded postoperative feeding regimens are unnecessary and I would agree entirely with their conclusion in this respect. However, with respect of the question as to whether it is better to delay feeds for 18 h postoperatively -perhaps a prospective controlled trial is the only way of answering this.
The main message of their paper, that it is unnecessary to withhold full feeds if the baby vomits postoperatively, is an important one and I hope that their recommendations on this will be widely accepted.
R D SPICER
Consultant Paediatric Surgeon The General Infirmary at Leeds
Registrar Consultant Physician Department of General Medicine
Central Middlesex Hospital London Hyperparathyroidism in a patient with myotonic dystrophy
We read with interest the report from Middleton, Posen and Shannon of a woman with hyperparathyroidism and myotonic dystrophy (April 1989 JRSM, p 227) . At the time we were investigating a similar case. A 56-year-old woman (CMH 269293) was admitted for investigation of poor balance and recurrent falls. She required bilateral cataract extraction aged 28, and was noted to have a peripheral pigmentary degeneration of the retina. Her mother also had bilateral cataracts. Examination showed muscle weakness, percussion myotonia and the typical facies of myotonic dystrophy, which was confirmed by electromyography. Hypercalcaemia was found on screening for endocrine disorder. Corrected serum calcium was 2.73 mmol/L, alkaline phosphatase 97 lUlL, creatinine 93 JtmollL. Immunoreactive parathormone, mixed terminal assay 0.18 pg/ml (normal < 0.5), midmolecule assay 1.5 pg/ml (normal < 1.0). Ultrasound of the neck did not demonstrate a parathyroid adenoma or hyperplasia. There were no symptoms directly attributable to hypercalcaemia, but the normal or high parathormone level in the presence of hypercalcaemia is strongly suggestive of hyperparathyroidism in this case.
ANDHEW DOWNIE
EM JEPSON
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